S U MM AR Y Computed tomography fails to ascertain, or exclude, the presence of intracranial haemorrhage in a considerable number of cases, especially in subarachnoid haemorrhage and haemorrhagic infarcts. A number of other methods, including cerebrospinal fluid spectrophotometry and cytology have, therefore, been tested to define their diagnostic efficacy in 25 cases of confirmed intracranial haemorrhage and in 25 instances of blood-stained cerebrospinal fluid due to traumatic puncture. The combination of spectrophotometry and cytology proved to have a high diagnostic reliability. On the basis of these results a routine scheme of investigation is proposed.
It is of major importance to ascertain whether blood-stained cerebrospinal fluid (CSF) is the result of intracranial or intraspinal haemorrhage, or due to traumatic puncture, particularly when anti-coagulant therapy is to be considered. In order to decide whether blood-stained CSF (see table) . Changing the allocation criterion used, for example -I 00 < r < -080 did not improve discrimination.
In this respect one should also bear in mind that the results in this study are based on groups with the same number of individuals. In clinical practice, however, the frequency distribution of haemorrhages versus artificial puncture is unknown and differs with the skill of the operator. This unfortunately implies that the method does not provide the clinician with a tool to predict (figure, B) . To get rid of the false positive cases in this group, an absorption curve has to be plotted to measure whether the extinction is due to oxyhaemoglobin, to bilirubin, or to a combination of these. Only one of the eight false positive instances presented in the figure, A and B, appeared to be positive for bilirubin (figure, C). In fact, only one of the 25 cases of artificial punctures showed traces of bilirubin. Although the absence of bilirubin thus appears to indicate that the puncture was traumatic, the small number of investigated patients does not allow a definite conclusion. In the haemorrhage group the absorption curve showed, besides oxyhaemoglobin, the presence of bilirubin with a trivial shoulder at 455 nm in two cases and a characteristic peak in all the others ( figure, C) 
